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Emotional abuse of girls in Swaziland: 
prevalence, perpetrators, risk and protective 
factors and health outcomes
Background Research on emotional child abuse in sub–Saharan Af-
rica is scarce. Few studies thus far have examined prevalence, risk and 
protective factors for emotional child abuse or the associations between 
emotional abuse and girls’ health.
Methods A nationally representative two–stage, cluster–sampled, 
household survey of females aged 13–24 years (n = 1244) on childhood 
abuse victimisation was conducted. Participants completed interview-
er–assisted questionnaires. Associations between emotional abuse and 
putative risk, and protective factors and health outcomes were analyzed 
using separate logistic regression models accounting for sampling de-
sign. Marginal effects of cumulative risk factors for emotional abuse 
victimisation were examined.
Results Lifetime prevalence of emotional abuse was 28.5% with 58.3% 
of these girls reporting many abusive incidents. The most common per-
petrators were female (27.8%) and male (16.7%) relatives and, more 
rarely, biological parents. Risk factors associated with emotional abuse 
were frequent caregiver changes (odds ratio (OR) 1.42, 95% confidence 
interval (CI) 1.03–1.970, poverty (OR 1.51, 95% CI 1.12–2.03), phys-
ical abuse (OR 1.98, 95% CI 1.45–2.71) and sexual abuse (OR 2.22, 
95% CI 1.57–3.10) victimisation. Being close to one’s mother was a 
protective factor (OR 0.88, 95% CI 0.80–0.97). Risk for emotional 
abuse increased from 13% with no risk factors present to 58.4% –with 
all four risk factors present. Health outcomes associated with emotion-
al child abuse were suicidal ideation (OR 1.85, 95% CI 1.30–2.63) and 
feeling depressed (OR 1.89, 95% CI 1.31–2.71).
Conclusions Girls in Swaziland experience high levels of emotional 
abuse victimisation. Emotional abuse is associated with economic dis-
advantage, family factors, other types of abuse victimisation and poor 
mental health. Therefore, a holistic approach to prevention is needed, 
incorporating poverty reduction and programmes to improve parent–
child relationships, reduce the use of harsh criticism, and change par-
enting social norms.
Worldwide, millions of children are victims of abuse and neglect [1], with 
children in the sub–Saharan African region suffering from particularly high 
rates of abuse [2,3]. Child maltreatment in the region is associated with a 
large range of negative outcomes including substance use [4], mental health 
problems [5], re–victimisation [6], and HIV–risk behavior [7].
A recent systematic review of risk factors for child abuse victimisation in 
Africa found a growing body of evidence on factors associated mainly with 
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physical and sexual abuse victimisation [8]. Factors pertaining to emotional child abuse, however, are un-
derstudied. In fact, across the sub–Saharan region, only a few quantitative studies have investigated deter-
minants or consequences of emotional child abuse, mostly in conjunction with other adverse childhood 
experiences [5,9–11]. Available research on emotional abuse alone presents a range of findings depending 
on the measurements used: living or having lived with a step–father [12], witnessing domestic violence 
[13], having a caregiver who is ill with AIDS or being AIDS–orphaned [7,11], living with someone who is 
chronically ill, poverty [14], poor family functioning [15] and poor caregiver mental health [13,15]. Coun-
tries across sub–Saharan Africa are culturally and socioeconomically diverse with differing services avail-
able to children and abuse victims. Therefore, country–specific research on prevalence and factors associ-
ated with emotional child abuse is important for the design of prevention and care policies and programs.
In Swaziland, research on emotional abuse has mostly focused on abuse perpetrated by teachers [16] and 
the use of humiliating punishment [17]. Some studies have identified drivers of physical and emotional 
violence against children in Swaziland such as poverty [17,18], orphanhood and moving to live with a 
different caregiver [18]. However, none of these studies used a nationally representative sample of chil-
dren to investigate factors associated with emotional child abuse.
The current study had four aims: 1) to estimate the prevalence of childhood emotional abuse and fre-
quency of victimisation, along with the most common perpetrators of emotional abuse among girls in 
Swaziland; 2) to investigate potential risk and protective factors for emotional abuse 3) to examine wheth-
er there is a cumulative risk for emotional abuse when more than one risk factor is present; and 4) to 
identify associations between emotional abuse and health outcomes.
METHODS
The analyses presented below are part of the Violence Against Girls Study in Swaziland. The Government 
of Swaziland had the responsibility for the overall study design and management of the national survey 
with technical leadership provided by the Central Statistical Office in collaboration with UNICEF Swazi-
land and the United States Center for Disease Control and Prevention (CDC). The study’s overarching 
aim was to describe epidemiological patterns of sexual violence, identify risk factors, assess knowledge 
and utilization of services available to victims of sexual violence and to improve awareness of sexual vio-
lence against girls [19]. It is to date the only nationally representative survey of girls in Swaziland.
Procedure
From May 2007 to June 2007, a nationally representative household survey of 13–24 year–old females 
was conducted using a two–stage, cluster survey design. In the first stage, 40 enumerator areas were se-
lected. In the second stage, a systematic sample of 48 households in each enumerator area with a random 
start was selected. The sampling frame was provided by the Central Statistics Office of Swaziland based 
on the 1997 population census. A total of 1900 households were visited, of which 68% (1292) had an 
eligible female (aged 13–24 years). Overall response rate was 96.3% with 1.1% (n = 14) refusals and 2.6% 
(n = 34) unavailability [19], which is comparable to other studies in the region [20], and resulted in data 
from 1244 individuals. One eligible participant was interviewed per household. Where more than one 
eligible girl was resident, a single participant was randomly selected using the Kish Method [20]. The in-
terview schedule was developed using standardised questionnaires with the help of local informants and 
were pre–tested through piloting. Interviews were carried out in SiSwati and no incentives were provided. 
More information on sampling and methodology are available from previous publications on Violence 
Against Girls in Swaziland [21–23].
Ethical approval was granted by the CDC’s Institutional Review Board, and ethics and safety guidelines 
for studies on violence against women were followed [24,25]. Voluntary consent was obtained from all 
participants and their head of household. Questionnaires were completed with the help of female inter-
viewers who had received extensive training on privacy, confidentiality and talking about sensitive themes. 
Participants could stop the interview at any time or skip questions and were given a list of organisations 
that provide services for women and children.
Measures
Emotional abuse was measured using one item: “When you were growing up, did any adults scare you or 
make you feel really bad because they called you names, said mean things to you, or said they didn’t want 
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you?” Any emotional abuse that was carried out by an adult such as a biological parent, another relative, 
a partner, teacher, community or church leader when the participant was aged <18 was included in this 
analysis.
Physical abuse was measured using one item on being kicked, bitten, slapped, hit with a fist or an item, 
or threatened with a weapon. Contact sexual abuse was measured using five items on forced sexual inter-
course, coerced sexual intercourse, attempted forced 
intercourse, and forced sexual touching. The partici-
pant had to be <18 years old when the first such inci-
dent occurred.
Abuse frequency was measured for each perpetrator with 
a response code of “never; once; few; and many”.
Orphanhood was defined as having lost one or both par-
ents during childhood [26]. Participants were also 
asked how close to their biological mother or father they 
felt.
Overcrowding was measured asking for the largest num-
ber of people who lived in the home at any point in 
time and defined as >5. Frequent caregiver changes were 
measured using one item establishing how many dif-
ferent families the participant had lived with in their 
lifetime and defined as having moved family >3. Pov-
erty was measured using the proxy food insufficiency 
which was defined as going hungry often or sometimes. 
Community trust was measured using an item on trust-
ing people in the neighborhood/community/village. 
School trust was measured using one item establishing 
how trusting the child was of teachers and school ad-
ministrators.
Mental health and health risk behaviors were not compre-
hensively measured in this interview, although indica-
tors of possible mental health problems included one 
item on depression (“have you ever felt depressed?”), 
two items on suicidal ideation (“have you ever thought 
about suicide and attempted suicide?”), one item on 
smoking cigarettes, and ever drinking alcohol, ever hav-
ing had a sexually transmitted disease, and being HIV–
positive.
Other socio–demographic information was also col-
lected: the importance of religion, faith, highest level of 
education, marital status, whether they lived in urban/
peri–urban or rural locations, and their age.
Most of the items used in this survey have been used 
successfully in multiple Violence Against Children 
(VAC) studies [23,27,28].
Analysis
Four analyses steps were conducted using Stata 13 
(StataCorp, College Station, Texas, USA), each account-
ing for the clustered sampling design. First, descriptive 
statistics for emotional abuse, risk factors, health out-
comes and covariates were obtained (Table 1). Second, 
bivariate regressions were used to investigate associa-
tions among emotional abuse, hypothesized risk factors 
and health indicators (Table 2). Third, all significant 
Table 1. Socio–demographic characteristics of the sample of girls in 
Swaziland, 2007 (n = 1224)*
CharaCteristiCs PerCentage (n) ConfidenCe interval (95%)
Child emotional abuse 28.5% (355) 25.8–31.4%
Child sexual abuse 49.3% (613) 46.2–52.5%
Child physical abuse 25.6% (319) 22.5–27.8%
Orphanhood 43.7% (544) 40.6–47.9%
Paternal orphanhood 33.0% (411) 30.4–36.4%
Maternal orphanhood 10.8% (134) 9.0–12.9%
Community trust:
–Strongly disagree 13.7% (170) 11.7–16.1%
–Disagree 39.6% (493) 36.6–42.7%
–Neither agree nor disagree 18.8% (234) 16.4–21.5%
–Agree 22.0% (274) 19.6–24.6%
–Strongly agree 5.7% (71) 4.5–7.4%
School trust:
–Not at all trusting 9.0% (112) 7.3–11.0%
–Somewhat trusting 31.1% (387) 28.2–34.1%
–Very trusting 59.9% (745) 56.8–62.9%
Religious practice:
–Not important 7.2% (90) 5.8–9.0%
–A little important 5.4% (67) 4.1–7.0%
–Somewhat important 16.0% (199) 13.8–18.5%
–Very important 71.4% (888) 68.5–74.1%
Poverty 58.5% (728) 55.5–61.4%
Overcrowding 87.8% (1092) 85.8–89.5%
Close to mother 75.9% (944) 73.2–78.9%
Close to father 46.6% (580) 43.5–49.7%
Frequent caregiver changes 26.1% (325) 23.5–28.9%
Age (years) 17.9 (SE 0.10) 17.8–18.1
Relationship status:
–Married 9.7% (120) 8.1–11.7%
–Living with partner, not married 3.4% (42) 2.5–4.4%
–Not living with partner 86.8% (1079) 84.7–88.7%
Urban or peri–urban area 15.3% (190) 14.5–16.3%
Ethnicity African 99.8% (1241) 99.2–99.9%
Highest level of education:
–Some primary 43.4% (538) 40.3–46.5%
–Some secondary 55.2% (687) 52.0–58.3%
–Some tertiary 1.4% (17) 0.7–2.4%
Religion:
–Zionist Christian Church 41.0% (510) 38.1–44.1%
–Catholic 5.4% (67) 4.2–6.9%
–Protestant 52.7% (656) 49.6–55.8%
–Muslim 0.1% (1) 0.002–0.04%
Suicidal ideation 17.7% (220) 15.5–20.0%
Feeling depressed 67.8% (843) 64.8–70.6%
Sexually transmitted diseases 5.0% (62) 3.7–6.6%
Alcohol 10.3% (128) 8.6–12.4%
HIV–positive 12.0% (149) 8.7–16.2%
Smoking 2.0% (25) 1.3–3.0%
SE – standard error
*Some variation in numbers across variables due to a small amount of missing 
data.
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risk factors (at P < 0.05) obtained from the bivariate regression 
were included in two multivariate models with controls for 
age, urban/rural location and faith. This resulted in five re-
gression models: risk factors for emotional abuse (Table 3, 
Models 1, 2 and 3) and health outcomes (Table 4, Models 1 
and 2) showing model selection through backward elimina-
tion of non–significant risk factors until all remaining factors 
were associated with emotional abuse (P < 0.05) [29]. The first 
risk factor model includes all significant factors (P < 0.05) 
from the bivariate regressions (Model 1). The second includes 
all factors significant at P < 0.1 and the third includes all fac-
tors significant at P < 0.05. For the health outcome models, 
the first includes all risk factors significant at P > 0.1. The sec-
ond includes all factors significant at P < 0.05. Finally, cumu-
lative risk of associated factors was tested. For all risk factor 
variables and covariates that were included in Table 3 Model 
3, marginal effects for emotional abuse – based on the logistic 
regression model – were calculated with all covariates held at 
their mean value (average marginal effect). This determined 
how the predicted probability of the outcome changes for dif-
ferent risk factors (and combinations of risk factors; see Fig-
ure 1).
RESULTS
1244 girls (mean age 17.9 years, 99.8% Black African) were 
interviewed in this study. Sample characteristics showed high 
levels of deprivation: 43.7% were orphaned, 58.5% experi-
enced poverty to the point where there was insufficient food 
in the household, 26.1% experienced frequent caregiver 
changes and 87.8% lived in overcrowded accommodation. Of 
the participants, 67.8% reported feeling depressed, 17.7% 
suffered from suicidal ideation, 12.0% were HIV–positive and 
5.0% had a sexually transmitted disease in the past (Table 1).
Prevalence of emotional abuse in childhood
Nearly three in every ten participants (28.5%, 95% CI 25.8%–
31.4%) reported experiencing emotional abuse at least once 
Table 2. Factors associated with emotional abuse victimisation 
among girls in Swaziland, 2007 using bivariate logistic 
regressions (n = 1244)
faCtor odds ratio 
(95% ConfidenCe interval)
P–value
Physical abuse 2.55 (1.89–3.44)‡ 0.001
Orphanhood 1.44 (1.09–1.90)† 0.009
Sexual abuse 2.11 (1.59–2.80)‡ 0.001
Community trust (very low ref):
–Low 0.70 (0.46–1.07) 0.103
–Undecided 0.61 (0.37–1.00)* 0.049
–High 0.73 (0.46–1.15) 0.180
–Very high 0.93 (0.47–1.83) 0.838
School trust (low trust ref):
–Medium trust 0.89 (0.53–1.48) 0.640
–High trust 0.97 (0.60–1.58) 0.782
Religious practice 0.94 (0.80 –1.10) 0.451
Poverty 1.48 (1.12–1.96)* 0.005
Overcrowding 1.18 (0.78–1.78) 0.428
Close to mother 0.85 (0.77–0.92)‡ 0.001
Close to father 0.94 (0.88–1.01) 0.119
Frequent caregiver changes 1.64 (1.21–2.22)‡ 0.001
Age 0.97 (0.94–1.01) 0.147
Level of education primary (ref):
–Some secondary 0.84 (0.63–1.12) 0.229
–Some tertiary 0.10 (0.01–0.78)* 0.028
Relationship status:
–Married 1.31 (0.85–2.04) 0.225
–Living with partner, not married 1.17 (0.63–2.20) 0.614
–Not living with partner (ref)
Urban or peri–urban area 0.72 (0.50–1.02) 0.066
Faith:
–Catholic (Ref Zionist Christian) 0.56 (0.30–1.02) 0.062
–Protestant 0.83 (0.62–1.10) 0.197
–No religion 1.62 (0.42–6.27) 0.480
HIV–positive 0.96 (0.47–1.99) 0.918
Drinks alcohol 1.25 (0.79–1.96) 0.335
Smoking 0.91 (0.38–2.18) 0.839
Suicide ideation 2.23 (1.61–3.07)‡ 0.001
Feeling depressed 2.15 (1.55–2.97)‡ 0.001
Sexually transmitted disease 2.39 (1.29–4.41)† 0.006
*P < 0.05.
†P < 0.01.
‡P < 0.001.
Figure 1. Predicted cumulative 
risk for emotional abuse 
victimisation among girls in 
Swaziland, 2007. Data source: 
VACS Swaziland, n=1224.
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in their childhood. Of those who reported emotional abuse, 16.8% (95% CI 13.4%–21.0%) reported one 
incident, 24.8% (95% CI 20.7%–29.5%) reported few incidents and 58.3% (95% CI 53.2%–63.2%) re-
ported many incidents. Girls in rural areas reported higher levels of emotional abuse compared to those 
in urban and peri–urban areas but this was not statistically significant.
Emotionally abusive acts by family members compared to “others”
The majority of emotionally abusive acts were carried out by extended family members. The most fre-
quent perpetrators were female relatives (27.8%, 95% CI 23.4%–32.6%), followed by male relatives 
(16.6%, 95% CI 13.0%–20.8%), biological mother (11.1%, 95% CI 8.45–14.5%), biological father (9.8%, 
95% CI 7.0%–13.4%), brother (4.7%, 95% CI 2.9%–7.5%) and sister (4.3%, 95% CI 2.5%–7.4%). Less 
frequent perpetrators were ex–partners (1.2%, 95% CI 0.4%–3.5%), step–mothers (6.5%, 95% CI 4.5%–
9.5%), teachers (2.5%, 95% CI 1.4%–4.6%) and community leaders (2.1%, 95% CI 1.2%–3.7%).
Risk factors associated with emotional child abuse victimisation
Using bivariate regressions, childhood emotional abuse was associated with physical and sexual child-
hood abuse, orphanhood, poverty, and frequent caregiver changes. Being close to one’s mother was found 
to be protective against childhood emotional abuse as was being educated at tertiary level. Community 
trust, school trust, being close to one’s father, relationship status, overcrowding and religious practice were 
not associated with emotional abuse (Table 2).
Using multivariate regressions controlling for age, location, faith, frequent caregiver changes (OR 1.42, 
95% CI 1.03–1.97), poverty (OR 1.51, 95% CI 1.12–2.03), childhood physical abuse (OR 1.98, 95% CI 
1.45–2.71) and sexual abuse (OR 2.22, 95% CI 1.57–3.10) continued to be associated with an increased 
risk for childhood emotional abuse. Being close to one’s mother (OR 0.88, 95% CI 0.80–0.97) continued 
to be protective of emotional abuse. Orphanhood and tertiary–level education were no longer significant 
and therefore dropped from the model (Table 3, Model 3).
Combinations of risk factors
For female youth in Swaziland, the predicted probability of childhood emotional abuse victimisation was 
13.0% (95% CI 9.3%–15.6%) when none of the included risk factors of frequent caregiver changes, pov-
erty, childhood physical and sexual abuse were present. One risk factor at a time was then included in a 
model, followed by a set of combinations of two, three and all four risk factors to establish which girls 
are at highest risk of emotional abuse.
Results for individual risk factors show the following predicted probabilities of emotional abuse expressed 
in percentages: 17.5% (95% CI 11.6%–23.3%) for poverty; 18.3% (95% CI 14.1%–22.4%) for frequent 
caregiver changes; 22.8% (95% CI 15.6%–30.0%) for physical child abuse; and 24.9% (95% CI–19.4%–
30.0%) for sexual child abuse. When two risk factors were combined the predicted probabilities increased: 
Table 3. Multivariate logistic regressions of factors associated with emotional abuse among girls in Swaziland, 2007 
(n = 1244)
Model 1 Model 2 Model 3
Odds ratio 95% CI Odds ratio 95% CI Odds ratio 95% CI
Orphanhood 1.26 0.94–1.70
Close to mother 0.91† 0.82–1.00 0.88† 0.80–0.89 0.88‡ 0.80–0.97
Frequent caregiver changes 1.40† 1.00–1.97 1.41† 1.01–1.97 1.42† 1.03–1.97
Poverty 1.45† 1.07–1.96 1.52‡ 1.13–2.05 1.51‡ 1.12–2.03
Physical abuse 2.00§ 1.45–2.75 1.98§ 1.44–2.72 1.98§ 1.45–2.71
Sexual abuse 2.19§ 1.55–3.09 2.14§ 1.52–2.01 2.22§ 1.57–3.10
Tertiary education 0.17* 0.02–1.32 0.16 0.20–1.22
Urban or peri–urban area 0.64* 0.43–0.96 0.64† 0.43–0.96 0.65† 0.44–0.96
Age 0.92§ 0.88–0.97 0.92‡ 0.88–0.97 0.92§ 0.88–0.97
Faith 0.93 0.80–1.08
CI – confidence interval
*Statistically significant at P < 0.1.
†Statistically significant at P < 0.05.
‡Statistically significant at P < 0.01.
§Statistically significant at P < 0.001.
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24.2% (95% CI 17.3%–31.1%) for frequent caregiver changes and poverty, 30.7% (95% CI 23.0%–
38.5%) for child physical abuse and hunger, 29.5% (95% CI 20.2%–39.0%) for child physical abuse and 
frequent caregiver changes, 32% (95% CI 24.2%–40.0%) for child sexual abuse and frequent caregiver 
changes, 33.3% (95% CI 27.1%–39.5%) for child sexual abuse and poverty and 39.6% (95% CI 31.1%–
48.1%) for child sexual and physical abuse. The combination of three risk factors showed an increase of 
predicted probabilities as well: 38.7% (95% CI 29.0%–48.5%) for physical abuse, frequent caregiver 
changes and poverty; 41.5% (95% CI 33.0%–50.0%) for sexual abuse, frequent caregiver changes and 
poverty; 48.3% (95% CI 38.8%–57.7%) for sexual abuse, physical abuse and frequent caregiver changes; 
and 49.7% (95% CI 41.5%–57.9%) for sexual abuse, physical abuse and poverty. Finally, among girls 
who reported experiencing all four risk factors, predicted probability for childhood emotional abuse vic-
timisation increased to 58.4% (95% CI 49.8%–67.1%; Figure 1).
Mental and sexual health outcomes associated with emotional abuse
Using bivariate regressions, childhood emotional abuse was associated with the following health risks: sui-
cide ideation, feeling depressed and having suffered from a sexually transmitted disease. Being HIV–pos-
itive, consuming alcohol and smoking were not associated with emotional abuse (Table 2).
Using multivariate regression analyses, suicidal ideation (OR 1.85, 95% CI 1.30–2.63) and feeling de-
pressed (OR 1.89, 95% CI 1.31–2.71) were associated with emotional childhood abuse when controlling 
for location, age, faith, physical abuse and sexual abuse. Having a sexually transmitted disease was no 
longer significant and was therefore dropped from the model (Table 4, Model 2).
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Table 4. Logistic regression analyses of health factors associated with emotional abuse among girls in Swaziland, 
2007 (n = 1244)
Model 1 Model 2
Odds ratio 95% CI Odds ratio 95% CI
Suicide ideation 1.79* 1.25–2.56 1.85* 1.30–2.63
Feeling depressed 1.87* 1.30–2.69 1.89* 1.31–2.71
Sexually transmitted disease 1.78 0.90–3.55
Physical abuse 1.89* 1.38–2.58 1.92* 1.40–2.62
Sexual abuse 2.04* 1.45–2.86 2.08* 1.48–2.92
Urban or peri–urban area 0.78 0.53–1.16
Age 0.88* 0.84–.93 0.89* 0.84–94
Faith 0.91 0.78–1.06
CI – confidence interval
*Statistically significant at P < 0.05.
DISCUSSION
To the best of the authors’ knowledge, this is the first and only nationally representative study of emo-
tional child abuse victimisation in Swaziland. This study adds to the literature on the epidemiology of 
emotional child abuse victimisation in sub–Saharan Africa by investigating prevalence, risk factors and 
health outcomes associated with emotional child abuse. It finds high prevalence of emotional abuse and 
significant associations with hypothesized risk factors and indicators of poor health. In addition, a cumu-
lative effect of risk factors for emotional abuse could be established.
Prevalence of emotional child abuse was high, with 28.5% of girls reporting at least one incident and 
58.3% of these reporting many incidents. Results also show that physical and sexual child abuse are 
strongly associated with emotional child abuse, suggesting many instances of multiple abuse victimisa-
tion. This finding corresponds to reports from other cross–sectional studies in sub–Saharan Africa show-
ing associations between emotional and physical and sexual child abuse [8]. Poly–victimisation affects 
large numbers of children across the world [30]. Children affected by one type of violence are often sus-
ceptible to other types of violence as these are mediated by common individual, family and social vulner-
abilities [31]. In a recent study from South Africa, 35.5% of children experienced more than five lifetime 
events of violence [32]. Factors associated with increased poly–victimisation in South Africa included pa-
rental substance use, parental absence due to illness, child substance use, child sexual risk behavior, sin-
gle–parenting and living in urban areas [32].
V
IE
W
PO
IN
TS
PA
PE
RS
Emotional abuse of girls in Swaziland
Contrary to other research from the region [33], this study found female relatives to be the most common 
perpetrator of emotional abuse victimisation, followed by male relatives and biological parents. This may 
be due to family caregiving arrangements influenced by the high number of orphaned children in Swa-
ziland, also found by this study. A large, national qualitative study on the drivers of violence affecting 
children in Swaziland, which included focus groups and interviews with 373 respondents, found that of 
all the interpersonal–level risk factors for violence against children suggested by respondents, family struc-
ture was the most cited. This is because “not living with biological parents” was perceived by many to al-
most guarantee negative differential treatment – which would be emotionally abusive at the least, but was 
also likely to result in a child being given a disproportionate number of household chores and harsher 
punishment [34]. While orphanhood was not associated with higher risk for emotional abuse in multi-
variate regressions, orphaned girls reported higher percentages of violence victimisation than non–or-
phans. This finding is consistent with a number of studies from sub–Saharan Africa [11,28,35,36]. How-
ever, these associations tend not to hold up in multivariate regressions controlling for other potential risk 
factors, which may drive risk for abuse more strongly than orphanhood alone. A recent systematic review 
examining risk for violence victimisation among orphaned and non–orphaned children found little or no 
difference in risk for abuse between the groups [37]. More research on the vulnerabilities of orphans is 
needed to better understand how orphanhood and violence interlink, particularly in countries with large 
numbers of orphans like Swaziland.
In line with high numbers of orphaned children, large numbers of girls reported frequent caregiver chang-
es, and this type of social disadvantage is associated with emotional abuse. Conversely, being close to one’s 
mother was a protective factor. The association between frequent caregiver changes and emotional abuse 
in Swaziland is particularly interesting considering that relatives in the extended family but not biologi-
cal parents were the most commonly reported perpetrators of emotional abuse. This pattern contrasts 
with some findings in South Africa [33]. Future research should investigate whether these relatives are 
the primary caregivers of the child and, if so, how the child came to be in their care (ie, through orphan-
hood, abandonment, work or migration) as well as whether these abusive events occurred while the child 
was in the primary care of her biological parents or outside the household setting. Caregiving arrange-
ments for girls should also be investigated to determine whether having kinship caregivers as opposed to 
non–kinship carers increases the odds of emotional abuse victimisation as has been found in qualitative 
research in Swaziland [34].
Overall, the findings correspond with research from South Africa where multiple victimisation, poverty 
and frequent caregiver changes were found to be associated with emotional abuse [11]. It is also likely 
that the specific context of Swaziland compounds these problems. Swaziland has a population of 1.3 mil-
lion, 59.1% of whom live on less than US$ 2 per day [38] and an estimated population of 120 000 or-
phaned children [39]. The HIV prevalence in Swaziland is 27.4%, which is the highest prevalence world-
wide [40]. It is therefore likely that families experience multiple severe stressors such as extreme poverty, 
illness and death, resulting in insufficient care, disruption of social norms, and overburdened and under–
resourced systems for child protection [14,41-43]. Violence prevention interventions could thus be linked 
to HIV–prevention efforts through comprehensive social protection and social welfare efforts [44-46].
Contrary to other studies, overcrowding was not associated with emotional abuse in the multivariate anal-
yses [8], which may be a result of the way in which this variable was measured. Establishing the highest 
number of residents in the household throughout one’s lifetime may not be sensitive enough to establish 
whether the overcrowding was short–term or long–term.
Cumulative effects of risk factors on emotional abuse victimisation were found. Without any of the three 
significant risk factors, a girl’s probability of experiencing childhood emotional abuse was 13%, while girls 
who reported frequent moves, hunger, and physical and sexual childhood abuse had a probability of 58.4%. 
The connections between adverse childhood experiences such as orphanhood, parental mental illness or 
childhood abuse, and putative outcomes have long been established in high income countries [47] with a 
growing evidence–base in low– and middle–income countries [48,49]. In particular, adults who experi-
enced a combination of four or more adverse events in childhood are at risk for negative health outcomes.
Feelings of depression and suicidal ideation were also found to be associated with emotional abuse in this 
study. While more robust measures on mental health would need to be used in future studies to explore 
this relationship, this association has also been found in the evidence from the sub–Saharan African re-
gion [5] and across the globe [50]. Emotional childhood abuse may contribute to the salience of suicide 
as a leading cause of death for young people in southern Africa [51]. Sub–Saharan Africa experiences a 
high burden of child and adolescent mental health problems with a recent systematic review of commu-
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nity–based studies establishing a psychopathology prevalence rate of 14.3% [52] but with little nation-
ally representative data available from the region [53].
The results of this study suggest a need for comprehensive child abuse prevention and protection strate-
gies for girls in Swaziland. Girls experiencing multiple adverse conditions are at high risk of abuse, and 
humiliating punishment of children is an accepted form of discipline in many Swazi households [17]. 
Holistic social support interventions that promote positive parenting behaviors of primary caregivers may 
be useful [54] and help to build stronger relationships between children and their caretakers, particular-
ly mothers. A recent study from South Africa found adolescent health risks were linked to family disad-
vantage via abusive parenting and caregiver mental health problems, suggesting a need for combined 
parenting assistance, poverty alleviation and mental health support [10]. In particular, adolescent moth-
ers are at high risk for harsh parenting [55], struggle with parenting stress [56], and experience high lev-
els of poverty [56,57] and low levels of education [58]. Considering the high risk for re–victimisation in 
victims of childhood violence [50,59] and the possibility of inter–generational violence transmission to 
these girls’ children [60], the high prevalence of abuse victimisation in this sample suggests that an entire 
society is persistently at risk for poor outcomes. Programmes are thus needed for both adult and adoles-
cent mothers to reduce household stress and increase parenting capacity. Emerging evidence on parent-
ing programmes with financial strengthening components for caregivers and teenagers shows clear reduc-
tions in physical and emotional abuse victimisation [61], also in the context of high levels of caregiver 
changes [62] in South Africa.
In light of the high levels of physical and sexual violence found in this study, a holistic approach to pre-
vention is needed. As described in the INSPIRES framework, the seven strategies with the best available 
evidence for the reduction and prevention of violence against children across contexts are implementa-
tion of enforcement laws, changing of norms and values, safe environments, parent and caregiver sup-
port, income and economic strengthening, response and support services, and education and life skills, 
which should be implemented as part of a comprehensive and multi–sectoral plan [63]. However, each 
of these strategies need to be adapted and evaluated for the contexts in which there are to be used. Emerg-
ing research from other sub–Saharan countries suggests that prevention of violence against girls should 
incorporate asset–based approaches. Protective assets can be income generating activity, friendship net-
works, specific knowledge of one’s community, services and rights, enabling girls to make safety plans, 
and creating safe spaces [64]. In Swaziland specifically, a school–based intervention of “Safer Spaces” 
showed stark increases in girls’ protective assets and in knowledge about gender–based violence. Further-
more, changes in gendered attitudes were observed, which is often the first stage in normative transfor-
mations around violence. However, reporting of violence increased and no reductions in victimisation 
were shown [65]. Early results from other countries in sub–Saharan Africa show a potential for using pro-
tective assets to prevent gender–based violence [64], early child marriage [66] and HIV–risk [67]. How-
ever, further research and large–scale intervention evaluation are needed in order to verify the impact of 
parenting interventions and protective assets on child abuse prevention.
Research in sub–Saharan Africa has consistently shown the impact of violence on educational attainment 
[68,69] as well as the protective effect of secondary education on harsh parenting in adulthood [70] and 
exposure to intimate partner violence [71]. A case could thus be made that secondary schooling – pro-
vided the school setting is safe and protective as indicated in the Safe Spaces Intervention – is another 
important child abuse prevention intervention.
In order to address the multiple needs of young women and children in Swaziland, an integrated, early 
intervention approach may be effective. This holistic approach could give ample opportunity for differ-
ent services providers to collaborate and address multiple forms of violence using gender–sensitive ap-
proaches. Where strong links are built between services for women and children as well as between 
school–based and parenting programmes, complex family dynamics may be addressed, and continued 
programming for adolescent health and development with gender–sensitive content could be facilitated.
Limitations and future research
This study had a number of limitations. First, an all–female sample was recruited so no assumptions re-
garding the victimisation of boys can be made. Second, data were cross–sectional and therefore did not 
allow for causal inferences. Further, it is impossible to say in what temporal order risk factors and puta-
tive health outcomes occurred. In other words, we cannot know if children experience suicidal ideation 
because they were victims of violence or if they are more vulnerable to experience violence. Third, the 
study used retrospective self–report which may be subject to recall bias due to under–reporting of abu-
sive events [72]. Furthermore, the study used interviewer–guided questionnaires, which may have re-
sulted in some under–reporting due to social desirability bias in particular with regards to sensitive ques-
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tions such as parental aggression and sexual violence. However, official records are not kept reliably in 
Swaziland, and few child abuse victims access services [73], thus making self–report a more reliable source 
of information. Further, the study did not use internationally validated measures of child abuse victimi-
sation and mental health. For example, emotional abuse was measured using one item that grouped many 
emotionally abusive acts in one question. While different abuse measures use differing definitions of emo-
tional abuse, there is large overlap between the abusive incidents queried in the single–item question and 
the most common child abuse measures. However, including four types of abusive behavior in a single 
question might have made this question too complex and thus led to over– or under–reporting of abu-
sive events. Depression was measured with only one question about whether the participant had felt de-
pressed. Validity of these single items as indicators of complex constructs is not established. Although 
these single–item measures have been used in multiple VAC studies in sub–Saharan Africa and elsewhere 
[27] since the completion of this study and the basic trends in prevalence may be similar to regional sur-
veys that used more comprehensive measures, ie, Optimus Study in South Africa [74], future research 
should develop and utilize validated and standardised measures. Finally, there is a strong likelihood for 
unmeasured confounding in this study. Even though models adjusted for potential confounding, no such 
adjustment was possible for caregiver–related variables commonly associated with emotional abuse vic-
timisation (ie, mental health problems, drug abuse) or community factors (ie, social norms, service avail-
ability, girls’ knowledge of services).
CONCLUSIONS
Overall, the findings of this study demonstrate the magnitude of girls’ exposure to emotional abuse in 
Swaziland. It highlights particularly vulnerable groups such as victims of multiple types of abuse, those 
who experienced frequent caregiver changes and those most affected by poverty. The findings are relevant 
to social policy and intervention programmes. Holistic child abuse prevention programmes targeting pov-
erty, unstable family environments and parenting—such as cash transfers and programmes focused on 
keeping girls in education, teaching parenting skills and delaying marriage—are needed to reduce the 
burden of emotional abuse and associated adverse mental health outcomes.
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